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 As a girl, I spent my summers with my grandparents in St. Louis, MO.  The summer of 
my 12th birthday my grandfather fell ill and was hospitalized for 10 days.  During his 
hospitalization, I was in awe of the women dressed in white.  They cared for him with kindness 
and compassion, helping him heal and grow stronger.  These amazing women not only cared for 
my grandfather but recognized that my grandmother was worried and scared.  They swooped in 
and embraced her, comforted her, and reassured her.  My grandparents both recovered from this 
life-changing event because of the care, skill and compassion of the nurses.  I owe gratitude and 
thanks to the women in white, the registered nurses of the past, for inspiring me to pursue a 
career that has given to me more than I could imagine.  My wish is that one day, when I am old 
and hospitalized, that my granddaughters will be in awe of the nurses caring for me just as I was 
watching those who cared for my grandfather.     
 Nursing has fulfilled a calling for me, with the support of many. First, I would like to 
thank my husband, John, for his tireless support of my goals, aspirations, and dreams.  He has 
been my biggest cheerleader for the last 35 years. Without his love, encouragement, and picking 
up the pieces along the way, my journey would have been very different.  
 To my children, Brett, Ashleigh, daughter-in-law Gabrielle, and granddaughters Parker 
and Regan, thank you for your unconditional love and the signs of “I love you” through the glass 
office doors as I sat for hours writing papers!   
 My parents, Reynolds and Nancy, thank you for instilling in me the foundation to be a 
life-long learner!  Your love was the cornerstone that gave me the confidence to be anything I 
wanted to be.  I am so blessed to be your daughter! 
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Thank you to all the faculty at the University of San Francisco who have encouraged and 
supported me along the way. Namely, Dr. Elena Capella, my chair, for her words of wisdom, 
smiles, and encouragement. To Dr. Francine Serafin-Dickson, my second reader, for her insight 
and expertise. A special thank you to Susan Spencer, editor extraordinaire, for her coaching and 
prowess in scholarly writing. Lastly, to my organization, thank you for the opportunity to achieve 
my doctoral education; what an incredible gift!  
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Building Excellence through Shared Governance and Continuous Process Improvement 
Abstract  
Background: Nursing shared governance in the hospital setting is a well-established structure 
for shared decision-making between staff nurses and nurse leaders to improve nursing practice, 
quality of care, and patient safety. Establishing effective, shared governance can take several 
years: new skills must be acquired, new behaviors accepted, and new professional commitments 
made. Newcomers to shared governance require support, education, and the opportunity to 
acquire requisite skills; otherwise, interest, commitment, and achievement of desired outcomes 
cannot be sustained.  
Local Problem: A large hospital in California established a shared governance structure in 2018. 
Performance gaps between two high-performing Nursing Unit Councils (NUC) and the other 11 
NUCs indicated the need for education and skill-building in performance improvement.  
Context: The sustainability of shared decision-making, nursing ownership of the practice, and 
nurse engagement in the organization would be threatened without an environment that supports 
and generates performance improvement.   
Interventions: Two comprehensive learning sessions, and a toolkit, introduced shared 
governance foundational components and a performance improvement framework to engage 
nurses in process improvement.  
Outcome Measures: The outcome measures were greater understanding of the IHI Model of 
Improvement, increased use of performance improvement methodology, and improved 
perception of shared governance. 
Results: Knowledge of performance improvement methodology and perceptions of shared 
governance improved in all focus areas. Familiarity with the IHI Model for Improvement 
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increased by 29%, knowledge of SMART goals by 5%, and utilization of outcome measures by 
47%. Staff nurse participation in the development and evaluation of policies rose 18%, staff 
nurses providing professional and educational programs increased 60%, and staff nurses' access 
to nursing department goals and objectives improved 17%.  
Conclusion: Intentional education and development of nurses in performance improvement and 
shared governance yields mature shared decision-making and effective problem-solving. 




Section II: Introduction 
Nursing shared governance was first embraced by healthcare organizations over 35 years 
ago. The core concept of shared governance is non-hierarchical decision making, with bedside 
nurses and nurse leaders collaborating in decisions that directly affect professional practice and 
patient care. The basic organizational structure of shared governance is nursing unit councils, co-
led by a bedside nurse and nurse manager of the nursing unit. The councils are the shared 
decision-making body for all nursing decisions on the unit. The councils oversee issues related to 
quality, safety, and nurse satisfaction. In the ensuing three-and-a-half decades, organizations 
experimented with approaches and infrastructures they theorized would optimize staff nurse 
engagement and have the greatest impact on nursing practice. The optimal structures and best 
practices that emerged transformed nursing practice by sharing authority and ownership of 
patient care practices with staff nurses (Porter-O'Grady, 2019). Shared governance models that 
were purpose-driven, rather than those that prioritized responsibility and accountability, were the 
most effective in achieving true shared-decision making, as they encouraged and supported the 
changes in behavior necessary to assume authority over professional practice decisions (Porter-
O'Grady & Clavelle, 2020).  
From an organizational perspective, shared decision-making puts a new set of demands 
on staff nurses. Competencies in governance and knowledge of practice-based quality 
improvement are expected of those who participate in the councils. Education, training, and 
ongoing support are needed for staff nurses to understand their new role, learn to bring practice 
concerns forward, and acquire skills to collectively achieve practice improvements (Porter-








Shared governance was introduced to the host facility in March 2018. The healthcare 
system's executive leadership had developed a strategy to introduce shared governance and a 
professional practice model in the system's 29 California medical centers. The desired outcomes 
were to improve nurse satisfaction and retention, patient satisfaction, nurse-sensitive indicators 
of care, and decrease costs. The healthcare system was in the process of applying for Magnet 
designation. Shared governance was considered essential to Magnet designation criteria, which 
included continued development of the nursing profession within the organization and quality 
outcomes and patient care.  
The initial focus was on creating nursing unit councils (NUCs) specific to each unit with 
charters, governance structures, and roles. NUCs were made up of 8-12 bedside staff nurses from 
that unit, a bedside nurse co-chair, and a unit manager co-chair. A coordinating Governance 
Council of bedside nurses and nurse leaders was established to serve as the central shared 
decision-making body for the Nursing Department. Two and a half years after initial 
implementation, 12 NUCs, each with eight to 12 members, are active and meet regularly. 
However, the councils have generated only novice projects without focusing on professional 
practice, competence, or quality care. Membership turnover in the NUCs has averaged 25%, with 
a high of 50% in one council. High turnover contributes to loss of council momentum and 
disengagement of remaining members. One NUC disbanded. The reason given was lack of 
direction due to unit leadership changes and derailment of meetings and council actions due to 
COVID-19. Two and a half years into executing a shared-governance program designed to 
empower and inspire nurses to engage in their professional practice, engagement has not been 




implementation of shared governance, yet improvements in quality and service have not 
materialized. Something more is needed to engage and guide the NUCs in achieving nursing 
practice improvements. This evidence-based quality-improvement project proposes that the 
"something more" is structure and education built around an innovative model to create a culture 
of inquiry, elevate professional accountability, and engage nurses in shared clinical decision-
making. This project introduces structure, examines nurse-driven metrics, and engages the 
NUCS through learning sessions on shared governance and performance improvement.  
Problem Description 
Failure to set direction and expectations around shared governance misaligns council 
practices and contributes to the derailment of initiatives. Shared governance is challenging and 
time-consuming; without strategic direction, nurses' efforts supporting the process and initiatives 
are at risk of dissolving (Porter-O'Grady, 2001). Guanci and Medeiros (2018) observed that 
unsuccessful councils lacked clear purpose and direction, struggled to determine appropriate 




The host facility is a 340-bed hospital and part of the northern California region of a large 
healthcare system. The facility is a full-service acute care hospital providing emergency services, 
adult and pediatric inpatient care, and outpatient services. The hospital provides services to all 
persons present for care regardless of their insurance status, although most are patients covered 
under the healthcare system's plan. The average daily census in the hospital is 310 patients. Of 
the hospital's 2,700 employees, 1360 are registered nurses. The healthcare system is unionized, 







The purpose of this project is to implement a training program that provides opportunities 
for nurses to positively impact patient experiences and health outcomes through participation in 
governance councils. The training project is designed with a dual focus on increasing 
understanding of shared governance and performance improvement to fulfill this purpose.  
There are three specific aims, all with a target achievement date of September 30, 2021. 
1. Increase understanding of a performance improvement framework by 20%, as 
demonstrated by completing the PDSA worksheet for all new projects. 
2. Encourage the application of performance improvement methodology in new 
projects, demonstrated by a 20% increase in incorporating outcome measures in new 
projects. 
3. Improve perceptions of shared governance by NUC participants by 10%, 
demonstrated by an increase in three pre- and post-intervention survey questions 
taken from the validated Index of Professional Governance (IPNG) tool.  
Available Knowledge  
The critical concept of nursing shared governance is shared decision-making between the 
bedside nurse and the nurse leaders. Structures and processes for shared decision-making have 
been shown to promote positive patient outcomes and contribute to a culture of inclusion, which 
benefits job performance and satisfaction (McKnight & Moore, 2020). Yet structures and 
processes alone do not complete the shared governance picture. Shared governance shifts the 
focus from a top-down management style to a collaborative style that requires continuous 
improvement (in the form of buy-in, education, training, and process iteration) to be successful. 




identifies best practices for continuous improvement approaches in shared governance models. 
The project aim and PICOT question guided the review.  
PICO(T) Question 
 
Do staff nurses who participate in shared governance and continuous improvement 
education program, as compared prior to participation in the program, demonstrate an increased 
understanding of shared governance and the application of continuous improvement 
methodologies by identifying a unit-based problem and incorporating outcome measures in the 
new improvement at the conclusion of the three-month program?  
Search Methodology 
 
A literature review was conducted using EBSCO and CINAHL using the keywords 
shared governance, decision making, nursing, and performance improvement. The results were 
refined by limiting the search to peer-reviewed articles with publication dates of 2015 through 
2020. The inclusion criteria included shared governance, decision making, nursing, or 
performance improvement identified as a subject term of the article. The search yielded 61 
articles. A review of titles and abstracts excluded 32 articles that were not relevant to the PICOT 
question. The remaining 29 articles were reviewed to include only research studies, meta-
analyses, and systematic reviews. The five articles selected had the strongest evidence-based 
ratings using the Johns Hopkins Nursing Evidence-Based Practice Appraisal Tool (Dang & 
Dearholt, 2018). See Appendix A for the Evidence Evaluation Table.  
Integrated Review of the Literature 
The five articles that emerged in the systematic review of the literature were organized 




structure and framework. These categories informed an evidence-based approach toward 
developing an intervention that aims to address the PICOT question. 
Education, Coaching, and Mentoring 
 In a descriptive, correlational, quasi-experimental design, Drexler (2020) studied nurse 
satisfaction and engagement with nurses who were using newly implemented health information 
technology (HIT). Despite the benefits of enhanced technology, the transition and 
implementation of the HIT were fought with resistance due to design failures. Nurses managed 
the issues by creating workarounds, unintentional avenues for medical errors. A year later, the 
organization implemented shared governance and incorporated IT into the structure, creating an 
opportunity for staff nurses to participate in redesigning the documentation system. Shared 
governance implementation included education and coaching focused on professional obligation, 
accountability, decision making, and nurse satisfaction. The Iowa Model of evidence-based 
practice was used to explain steps for changing practice and promoting adherence to the 
principles of evidence-based practice. A convenience sample of nurses received a survey pre- 
and post-education to measure improvement in nurse satisfaction and engagement with the 
shared governance model. Three months of post-education, there was a significant improvement 
in professional role behaviors suggesting that education and coaching achieved the desired 
impact.  
Brull (2015) conducted a quasi-experimental study to determine if a comprehensive 
educational plan leads to the effective implementation of shared governance. A convenience 
sample of 260 nurses was asked to complete the IPNG tool, which measures the governance of 
hospital-based nurses on a scale of 1 to 430. IPNG baseline data showed that nursing governance 




strategy for implementation of shared governance. A focused, comprehensive education plan was 
enacted, and the IPNG was used at one year and two years post-intervention. Year one showed an 
increase in IPNG score to 174 within the range of "shared governance," and two years after the 
education program, the IPNG increased to 183, determined to be a significant change from 
baseline. The researcher concluded that a comprehensive educational strategy is necessary when 
developing shared governance over a short time frame. 
A quasi-experimental study aimed to determine if a redesign of shared decision-making 
improved shared governance at a 377-bed hospital was conducted by Dechario-Marino et al. 
(2018). The researchers used the Index of Professional Nursing Governance (IPNG) tool to 
measure the level of shared governance and to determine preintervention. Prior to intervention, 
the IPNG overall mean score was 169.5 and within the IPNG traditional governance range, as 
were 3 of the 6 subscale scores. These results guided the construct of the intervention, a shared 
governance redesign, and an education program. The education was crafted to facilitate an 
environment where more control and influence fell to the staff. Postintervention data were 
collected within one year. The results revealed that the IPNG overall score elevated to 183.9, 
within IPNG shared governance range, and 5 of 6 subscale scores increased significantly after 
the redesign and education and were within the shared governance IPNG range. Concluding, 
redesign, and education can be effective in improving shared governance; the IPNG tool can be 
valuable in identifying focus areas during the redesign process.  
Nurse Engagement  
The objectives of a cross-sectional study performed by Kutney-Lee et al. (2016) were to 
examine the engagement of nurses in shared governance and determine if patient and nurse 




over 20,000 nurses from 425 acute care hospitals regarding nurse engagement and quality of 
care. Nurse engagement in shared governance was measured using three items from the 
Participation in Hospital Affairs subscale of the Practice Environment Scale of the Nursing Work 
Index. The results demonstrated that 42% of the hospitals were classified as having the "most 
engaged" nurses, 36% had "moderately engaged" nurses, 19% had "somewhat engaged" nurses, 
and 3% had "least engaged" nurses. The data was interpreted into four categories; nurses who 
responded that they did not have an opportunity to serve on hospital committees were identified 
as "least engaged," with the scale progressing to those who reported opportunities to participate 
in policy decisions as "most engaged." Further analysis of the data revealed the poor quality of 
care was reported with greater incidence, 33 percent, by the "least engaged" nurses versus 
reported by 8 percent of the "most engaged" nurses. This study reflects that nurses are less likely 
to report poor ratings of quality and safety when working at a hospital that fosters increased 
nurse engagement.  
Structure and Framework  
The purpose of a study by Di Fiore et al. (2018) was the evaluation of nurses' perceptions 
of shared decision-making over a 3-year period after implementing a shared governance model. 
A 2-group comparative design was used at a 500-bed community teaching hospital with 734 
nurses invited to attend. The IPNG tool was used to assess the nurses' perceptions of shared 
decision making. Baseline IPNG data showed nurses scored their governance structure as 
decisions made primarily by leaders. Final study results revealed the IPNG scores increased 
slightly over the 3-year period reflecting governance was viewed as completed mostly by nurse 




conclude that new structures, systems, and processes will be needed to further strengthen shared 
decision-making beyond the first years after implementation.  
Summary/Synthesis of the Evidence 
 
The literature search and review of evidence revealed that while shared governance in 
healthcare has been written about extensively, the topic has been given little attention in 
approaches that would yield high-quality evidence, such as systematic reviews, meta-analyses, or 
critical appraisals. As a result, this review relied on published evidence from quasi-experimental 
studies and non-experimental studies rated high or good quality using the Johns Hopkins Nursing 
Evidence-Based Practice Appraisal Tool. 
Shared governance provides a structure and context for nurses who are closest to the 
patients to exert control over decisions related to nursing practice (Dechairo-Marino et al., 2018). 
Shared governance provides the forum for nurses to be problem solvers within an evidence-
based framework, increasing the effectiveness and outcomes of the shared governance teams 
(Drexler, 2020). When organizations implement and commit to shared governance, they commit 
to nurses being involved in decisions influencing the design, implementation, and evaluation of 
practice systems and processes. Performance improvement frameworks incorporated into a 
shared governance model can augment shared decision-making to exert positive and sustained 
changes (Drexler, 2020; Flynn and Hartfield, 2016). These findings support giving explicit 
attention to performance improvement in the design and implementation (or revision) of shared 
governance models. 
Teams working within a shared governance structure that includes education, training, 
and coaching on performance improvement have been more successful in achieving governance 




Dechairo-Marino et al. (2018) attributed greater goal achievement in part to a shared governance 
redesign that promoted behavior changes as both nurse leaders and staff nurses gained 
confidence in sharing decision-making responsibility.  
Rationale 
Two complementary frameworks guide this project, a theory of structural and 
empowerment and a model to develop, test, and implement the quality-improvement project. The 
first framework is Kanter's Theory of Structural Empowerment (Kanter, 1993). The conceptual 
foundation of shared governance itself can be found in Kanter's Theory (Kutney-Lee et al., 
2016). Kanter theorized that an employee's level of engagement was linked to the level of 
decision-making authority over their daily work. Distributed, non-hierarchical authority over 
practice-related decisions is foundational to influencing nursing professional behaviors and 
practices that improve the work environment and positively impact nursing, patient, and 
organizational outcomes (Porter-O'Grady & Clavelle, 2020). Kanter theorized that there are six 
nurse empowering behaviors necessary for empowerment to exist (Laschinger et al., 2010). The 
six conditions of Kanter's theory—access to information, access to support, access to resources, 
access to opportunity, informal power, and formal power (Laschinger et al., 2010)—serve as 
guideposts for the design, development, and implementation of this DNP quality-improvement 
project.  
The second framework is the Model for Improvement developed by Associates in Process 
Improvement and used by the Institute for Healthcare Improvement (IHI) to guide quality 
improvement (IHI, n.d.). The model has two components: three fundamental questions and the 
Plan-Do-Study-Act (PDSA) cycle. The Model for Improvement provides the framework to 




councils to participate in performance improvement come to fruition in this project. See 





Section III: Methods 
Context 
 
The key stakeholders are the hospital executive team, the patient care services leadership 
team, and the nurses and nurse leaders who participate in the existing nursing unit councils and 
governance council. Two and a half years ago, quality and service improvement were 
highlighted during the shared governance kickoff event as the targeted improvement outcomes. 
While the performance has not worsened, the hospital is outside the national benchmark for 
surgical site infections, hospital-acquired pneumonia, and the nurse communication composite. 
There are 13 nursing units, 12 active NUCs with a combined participant total constituting 130 
bedside nurses and 12 managers. The executive team, patient care services leadership team, and 
the nurse leaders believe the enculturation of shared governance is necessary to create an 
environment that supports and generates performance improvement. See Appendix D for the 
Letter of Support from the Organization. The nurses of the NUCs are engaged and eager to 
elevate the nursing practice, improve outcomes, and share decision making. However, shared 
governance has been challenged by the nurses' union, which sparked a campaign of resistance. 
As demonstrated during previous union strike activities, many nurses will not oppose a position 
taken by the institutional union. COVID-19 introduced obstacles to progress within the NUCs. 
Most NUCs did not meet from March through June 2020; the primary focus was addressing the 
pandemic and ensuring the safety of patients and staff. New workflows were necessary to 
facilitate virtual NUC meetings. Except for one highly functioning NUC, the remaining NUCs 
have focused on projects with good intentions but have not measured improvement in 




not include a performance improvement framework to provide standardization and guide the 
councils' improvement initiatives.  
Interventions 
The interventions for this project were the following: (1) a shared governance learning 
session for council participants; (2) a performance improvement training program; and (3) a 
toolkit to support shared governance councils with performance improvement. The DNP project 
lead developed the curricula and toolkit. The purpose was to provide a formal path forward to 
strengthen the NUC members' understanding of shared governance processes and intent. Two 
three-hour comprehensive learning sessions reviewed shared governance foundational 
components and introduced a performance improvement framework to engage nurses in the 
improvement process. A toolkit containing roadmap materials to guide the NUCs in performance 
improvement activities during subsequent council meetings was provided to each participant. 
The educational event was designed to unite the NUCs around a shared purpose and create an 
environment where NUC membership is coveted. 
Three virtual kickoff meetings were held, one with the senior leaders of the organization, 
one with the medical center’s shared governance council, and one with the participating NUCs. 
Each meeting reviewed the project aim, proposed interventions, and intended outcomes. Group 
discussions were held on the importance of innovation in healthcare and the role of shared 
governance in creating positive practice changes to improve patient outcomes.  
 For the NUC participants, the kickoff meeting was the first of two learning sessions. It 
included the meeting agenda, a review of the training program objectives, a PowerPoint 
presentation of the foundational elements of shared governance, an introduction to the IHI Model 




was given a toolkit with materials to guide them successfully through the requisite performance 
improvement activities. See Appendix E for the Toolkit/Worksheet. The second session led the 
participants through project idea brainstorming, developing a SMART goal, creating PDSAs, and 
using the toolkit to guide each step in the performance improvement process.  
Gap Analysis 
The gap analysis addressed the current state of three areas critical to the success of the 
project: governance infrastructure, shared governance education/training, and performance 
improvement education/training. Fading staff engagement in the shared governance process, with 
a loss of momentum in project completion, were key findings. Additional gaps were the lack of 
incorporating measurable outcome goals or shared decision-making in the NUC's standard 
council work. See Appendix F for the Gap Analysis.  
Shared Governance Infrastructure 
 NUC membership has experienced a 25% turnover since March 2018, with one council 
disbanding and no longer meeting. Exit interviews of the council members who gave up their 
council seats described frustration associated with the lack of direction and limited structure to 
guide the work. Council expectations are not outwardly evident, and goals are not measured.  
Shared Governance Education/Training 
  In 2018, the facility hosted a 2-day kickoff event to introduce the newly established 
shared governance structure. The 50 attendees represented bedside nurses, nurse leaders, and 
nurse educators. The event introduced shared governance, including forming the NUC structure, 
and presented the organization's professional practice model. The initial meeting of each NUC 




There has been little subsequent education or training on shared governance for new or 
incumbent NUC members.  
Performance Improvement Education/Training 
 Introductory education on performance improvement was provided at the kickoff event 
in 2018. Since then, performance improvement education or training has been limited to 
individual NUC kickoff meetings and leadership development meetings. The leadership 
development meeting occurs monthly and is offered to NUC co-chairs. Participation is voluntary 
and has drawn only about 25% participation over two years. The content of the leadership 
development series varies and is dedicated to performance improvement only once each year. 
Gantt Chart 
The Gantt chart for this project includes project milestones grouped into four categories: 
initiation, planning, execution, and evaluation. Key elements contained within the project 
milestones are: (1) initiation: determining the NUC participants and creating a project charter; 
(2) planning: determining the project plan; (3) execution: hosting a kickoff meeting with 
education to key stakeholders and NUC participants; and (4) evaluation: coaching the NUC co-
chairs through the performance improvement process and conducting an evaluation post-training. 
See Appendix G for the Gantt Chart. 
Work Breakdown Structure 
Examining the work processes necessary to complete this project revealed six in the first 
level of the WBS: project design, current state assessment, education, communication, finance, 
and evaluation. Each project objective identified in level 1 was further defined in level 2 and 
included the deliverables to meet each level 1 work element and objective. See Appendix H for 




Responsibility/Communication Plan  
The communication strategy for this project involved multiple levels and roles within the 
facility, including executive leaders, middle management, and shared governance council 
members. Primary methods of communication will be routine project status updates that include 
barriers, strategy overview, goals and objectives, and progress with the project plan. Most 
communication will be completed through virtual meetings to comply with COVID distancing 
restrictions. See Appendix I for the communication plan.  
Executive Leaders 
The executive sponsor for this project is the facility's Senior Vice President and Area 
Manager. She has approved the collection of all data and resources required to propel this project 
forward. Communication with the executive sponsor will consist of monthly 1:1s to review the 
project status, discuss barriers, and share updates. Other key executive leaders to be updated at 
least monthly are the Area Quality leader and the Performance Improvement, Advisor. These 
individuals are key stakeholders in data collection, patient outcomes, and performance 
improvement. The Performance Improvement Advisor is a point of contact as a subject matter 
expert. 
Middle Management 
Service line directors and managers are key stakeholders whose introduction to the 
project occurs prior to rollout to the shared governance councils. The primary focus of the 
communication with the directors and managers is to keep them apprised as the project moves 
forward and ensure their support of council member participation. Project success requires a 




and ensure uninterrupted time for participation in the educational sessions. Periodic 
communication serves as a reminder of this need and ensures ongoing support.  
Shared Governance Council Members 
NUC members selected to participate in the education and training received personalized 
invitations to create a sense of excitement around the project plan. The invitation provided a brief 
introduction to the project and objectives, and requested their participation as special guests. 
Weekly communication provided progress updates and coaching opportunities. A variety of 
communication forms, such as email, conference calls, and 1:1 discussions were used for 
frequent communications with the council members.  
SWOT Analysis  
A SWOT analysis was conducted to help guide project design and implementation. The 
strengths of this project are that shared governance is in place and ongoing; the shared 
governance councils have expressed their desire to improve outcomes, and local and regional 
support exists for shared governance in the context of achieving Magnet designation. The 
project's organizational weaknesses are a lack of structure to guide shared governance work, a 
lack of knowledge by council members regarding shared governance processes and performance 
improvement, and the inability to replace staff nurses while attending council meetings or 
training.  
The organizational opportunities are developing leadership skills of council members 
applicable to their nursing responsibilities and providing a teachable moment for the entire 
organization as it pursues Magnet designation. Based on the outcome of the project, there is an 




External threats to the project are dissipation of interest in shared governance without 
ongoing implementation of the training; and less-than-optimal engagement due to the physical 
and social distancing requirements put in place for the COVID-19 pandemic. The organization 
adheres to the Centers for Disease Control and Prevention's guidance on social distancing; thus, 
all education was  provided virtually until pandemic guidance changes. The greatest threat to this 
project is the California Nurses Association's (CNA) objection to shared governance. CNA does 
not support the councils. The organization has attempted to derail shared governance work and 
discourages the nurses from participating in NUCs. Appendix J shows an example of CNA 
communication with the medical center's nurses. See Appendix K for SWOT Analysis.  
Budget and Financial Analysis  
A misconception about shared governance is that it adds expense to healthcare 
organizations. The main cost of investing in shared governance is a salary expense when staff 
nurses attend shared governance functions (Rundquist & Givens, 2013). With the structures and 
processes to support shared governance currently in place for this project, it was expected that 
the NUC quality improvement projects developed would yield either monetary return or avoid 
future costs.  
Budget  
The budget includes indirect and direct costs. The most impactful contribution to the 
overall cost is council members' salaries to participate in the project's education component and 
the cost of backfilling any direct-care hours needed to provide patient care. When determining 
the participant salary costs, an hourly rate of $90 was used for two-thirds of participants, and an 
hourly rate of $135 was used for one-third of the participants. This budget accounts for the staff 




before or after a scheduled shift or create a workweek of more than 40 hours. Taxes and benefits 
are not included in the calculations. See Appendix L for the Proposed Budget.  
An unintended benefit of moving the project to a virtual environment was the cost 
savings of eliminating an in-person event from the project plan. Holding virtual meetings 
eliminated the need to rent an offsite venue, purchase food and drinks, and reimburse mileage. 
The total savings was $3,336. 
Cost-Benefit Analysis 
To determine the costs of the project, personnel, supplies, coaching sessions, outreach, 
communication, and consultant costs were calculated. The total cost for the implementation of 
the project, calculated over one year, is $227,408. The largest portion of this spending is 
generated from salary costs for the NUC participants and the salary costs to backfill them while 
they attend training. The return on investment is calculated based on cost avoidance of specific 
hospital-acquired conditions. These were calculated based on the evidence in the literature from 
other organizations that experienced reductions in hospital-acquired conditions after 
implementing improvement strategies. The cost savings or avoidance of $361,512 in year one 
was attributed to reducing hospital-acquired pressure injuries, surgical site infections, and 
hospital-acquired pneumonia. The improvement in patient outcomes was experienced due to 
improved processes. See Appendix M for the Cost-Benefit Analysis and Appendix N for the Cost 
Avoidance Data. 
Return on Investment  
 The predictive cost-benefit analysis demonstrates a 5-year return on investment (ROI) for 
this innovation at $1,702,700, with the kickoff year being the costliest due to training and year 2 




to cost avoidance related to improved patient outcomes and avoidance of surgical site infections, 
hospital-acquired pressure injuries, and hospital-acquired pneumonia. With project spread, and 
all Nursing Unit Councils participating with target projects to reduce/eliminate patient harm 
events, the cost avoidance can be projected to continue to soar as new hospital-acquired 
conditions are mitigated.  
Investment in enhancing the shared governance structure maximizes the opportunities 
and strengths of performing at or above national benchmarks for nurse-driven quality indicators. 
The return-on-investment assumptions are based on the NUCs adopting the learned improvement 
actions to facilitate strategies to reduce hospital-acquired pressure injuries, surgical site 
infections, and hospital-acquired pneumonia.  
Study of the Interventions 
The initial intervention consisted of two learning sessions covering the foundational 
components of shared governance and essential performance improvement elements. A baseline 
pre-intervention survey was administered to the NUC participants prior to the first learning 
session. The survey inquired about each participant's perceptions of shared governance as they 
experienced it at the host medical center and each participant's knowledge of the IHI Model for 
Improvement elements.  
The first learning session was accompanied by a PowerPoint presentation that addressed 
the history of shared governance, highlights of evidence from the literature review, benefits to 
nursing practice, and relevance to patient outcomes. Introductory performance improvement 
information focusing on the initial elements of aim statements, measures, and the PDSA cycle 
was shared. A review of unit-specific data for each NUC was presented, which sparked a 




particularly during project brainstorming, and were eager to develop their aim statements. After 
the first learning session, the NUCs were given the assignment before the second learning 
session, scheduled for the following month. The NUCs had to determine and agree upon a 
performance improvement project, develop their aim statement, and begin their PDSA worksheet 
to complete their assignment.  
The second learning session was conducted to provide a high-level review of the 
performance improvement components introduced in the first learning session; further, examine 
the complexities of the PDSA cycle; and practice working with the PDSA tool.  
A toolkit developed for the project and derived from the IHI Model of Improvement 
framework was provided to each participant. The toolkit is a comprehensive document that 
includes critical components of performance improvement methodology. It is organized to guide 
the user step by step by creating an aim statement, developing a SMART goal, determining 
outcome measures, and outlining related PDSA cycles.  
A post-intervention survey was administered after the second learning session. The 
survey was emailed to the NUC participants to access the survey via an embedded link or QR 
code. The pre- and post-intervention surveys contained the same questions, except three 
questions added to the post- survey to glean opinions on the program's overall value. The three 
added questions were answered using a 5-point Likert scale, with 5 being the highest rating and 
one being the lowest.  
Outcome Measures 
The learning sessions were designed to provide opportunities for nurses to positively 
impact patient experiences and health outcomes through participation in governance councils. To 




shared governance and performance improvement. Four outcome measures gauged project 
efficacy and achievement of the specific aims: to increase understanding and use of performance 
improvement methodology by 20% and increase perceptions of shared governance by 10%. 
1. Participants’ identification of their knowledge of performance improvement 
methodology. Pre- and post-intervention responses to two questions are scored on a 
Likert scale (1= Not familiar; 3 = Somewhat familiar; 5 = Very familiar). 
a. How familiar are you with the Institute of Healthcare Improvement's ‘Model for 
Improvement’? 
b. How familiar are you with SMART goals? 
2. The number of projects that included specific outcome measures. The percent change 
is measured by participants’ responses (Yes/No) to a pre- and post- intervention survey 
question: 
a. Does your NUC have specific outcome measures related to their projects?  
3. Participants’ attitudes and perceptions of shared governance. The percent change 
from before to after the learning sessions is determined from Yes/No responses to three 
questions from the Index of Professional Nursing Governance (IPNG) tool. The IPNG is 
a survey tool that measures the perceptions of governance specific to healthcare 
personnel.  
a. In your organization, when developing and evaluating policies, procedures, and 





b. In your organization, when providing for the professional/educational 
development of nursing staff, is it equally shared by staff nurses and nursing 
management? 
c. In your organization, is access to information regarding the unit and nursing 
departmental goals and objectives for the year equally available to staff nurses 
and nursing management?  
4. Participants’ perception of the learning sessions. Participants responded to two 
questions administered in surveys after learning session #2. Responses were scored on a 
Likert scale (1= Lowest rating; 3 = Neutral; 5 = Highest rating) and reported as percent 
change.  
a. Was the content of the learning sessions helpful? 
b. Can your NUC apply the content of the learning sessions in their work? 
c. Would you recommend these learning sessions to other NUCs? 
Data Collection Tools 
Aligns to Outcome Measures 1 and 2: An electronic survey was administered to each 
participant prior to learning session #1 and at the conclusion of learning session #2. See 
Appendix O for Pre- and Post-training Survey. The electronic surveys recorded the responses and 
exported them to an Excel spreadsheet. See Appendix P for the Excel Data Collection 
Spreadsheet. Three data points were recorded using a 5-point Likert scale: how familiar the 
participants were with the IHI Model for Improvement; how familiar the participants were with 
SMART goals; and the total number of projects that included a specific outcome measure. 





Aligns to Outcome Measure 3: The responses to the questions from the IPNG 
questionnaire were interpreted using pre-and post-intervention quantitative IPNG results and 
imported into an Excel spreadsheet for analysis. Three data points were evaluated for the equity 
of information availability by staff and nursing management in policy and procedure 
development, professional and educational development, and access to departmental goals and 
objectives.  
Aligns to Outcome Measure 4: Quantitative data was reviewed through the lens of 
participants’ experiences and the degree of personal impact participation in the performance 
improvement learning sessions had on the individual. Responses were compiled, and post-
intervention change was determined from the mean of the Likert scale ratings. 
Analysis 
The quantitative analysis was initiated by reviewing the descriptive statistics related to 
the trending number of projects using PDSA over time. An Excel spreadsheet was used to record 
three data points of outcome measures #1 and #2 prior to and following the learning sessions. 
Descriptive statistics were used to compare the post-intervention results to the pre-intervention 
baseline or previous projects, including the mean and percentage variance. For outcome measure 
#3, the results of the questions taken from the IPNG questionnaire (Hess, 2004) were interpreted 
using pre-and post-intervention quantitative IPNG results and imported into an Excel spreadsheet 
for analysis. For outcome measure #4, survey responses were collected at the conclusion of the 








The focus of this project was to implement a quality improvement initiative. The project 
was determined to be an evidence-based quality improvement project that did not require an 
Institutional Review Board (IRB) approval for implementation. See Appendix Q for Research 
Determination Committee Letter. There were no conflicts of interest. Data collection was 
anonymized, participants’ privacy was protected, and data were reported in aggregate.  
Ethics is a foundational element in the profession of nursing.  The American Nurses 
Association (ANA) Ethical Standard number 3 states: “The nurse promotes, advocates for, and 
protects the rights, health, and safety of the patient” (ANA, 2015, p.9). The project support of 
this standard is demonstrated by the autonomy and speak-up culture provided by nurses 
participating in shared governance to improve the care of the patient.  
 The ethical principle of nonmaleficence, avoiding harm or doing no harm, is a 
foundational element to this project. Grace (2018) refers to harm as either avoidable distress 
caused to the patient while care is provided, or harm caused by the inaction of a healthcare 
provider. Through the learning sessions, the NUCs examined their unit-specific patient harm data 
and determined performance improvement plans to reduce harm events. Success in eliminating 
harm will only come when healthcare workers feel compelled to speak up to elevate concerns 
and spark action (Cooper et al., 2019).  The NUC participants addressed patient harm events 
through the performance improvement process with the goal of harm reduction. Project design 
supported the ethical principle of nonmaleficence, while its implementation fostered nurses’ 
ability to speak up, address the issue at hand, and reduce patient harm.  
The University of San Francisco’s (USF) Jesuit values were considered as the USF’s 




and health autonomy” (University of San Francisco, 2019). The addition of a performance 
improvement framework to the existing shared governance structure promotes nurse-driven 
improvements in the care of patients.  Improvements developed by the collaboration of frontline 
nurses, those closest to the patients, exemplify the values of USF.   
The project was evaluated and approved as a quality improvement project through the 
University of San Francisco School of Nursing and Health Professionals and determined to be an 







Section IV: Results 
 
  The project scope was the implementation of a training program that provided 
opportunities for nurses to participate in shared governance councils to have a positive impact on 
patient experiences and health outcomes. The training program had a dual focus of increasing 
understanding of shared governance and improving the evidence-based performance of the 
NUCs. Literature supports focused, comprehensive education plans to increase nurses’ 
understanding of shared governance (Brull, 2015) and augment shared decision-making by 
incorporating a performance improvement framework into a shared governance model (Drexler, 
2020; Flynn and Hartfield, 2016).  
Evolution of the Intervention 
The training program was envisioned to be a one-day learning session held offsite. Six 
NUCs were invited to join, with 65-75 participants anticipated, due to social distancing 
requirements imposed due to the COVID-19 pandemic. The training program could no longer be 
held in-person and was hosted virtually, with two three-hour learning sessions held one month 
apart. Virtual learning has been described as creating a decentralized learning process that 
requires a more robust course structure and content (Boulton et al., 2018). The content of the 
virtual training program was split and delivered into two shorter sessions to address potential 
engagement barriers proactively. The curriculum was adapted to include activities for better 
learning outcomes in a virtual environment.  
The host medical center experienced consecutive surges in COVID-19 patients, which 
contributed to relentless increases in the overall patient census during the project's development, 
implementation, and evaluation. Staff nurses were needed at the bedside to meet the 




in the learning sessions from six to two, with 26 council members attending the learning 
sessions.  
Outcome Measure Results 
Knowledge of Performance Improvement Methodology 
 The project evaluated changes in participants’ knowledge of performance improvement 
methodology and attitudes and perceptions of shared governance. The outcomes were measured 
as changes in responses to questions in pre- and post-intervention surveys. Participants’ 
performance improvement methodology responses improved in three focus areas: 
1. Familiarity with the IHI Model for Improvement: improved by 29% (from 2.82 to 4.25) 
2. Familiarity with SMART goals: goals improved by 5% (from 4.0 to 4.25) 
3. Incorporating outcome measures into each NUC project:  improved by 47% (45% yes 
pre-intervention; 92% yes post-intervention).  
See Appendix S for Project Data Summary.   
Perceptions of Shared Governance  
Participants’ attitudes/perceptions of shared governance improved in three focus areas: 
1. Involving staff nurses in the development and evaluation of policies and procedures: 
improved by 18% (36% pre-intervention; 54% post-intervention). 
2. Involving staff nurses in the development of staff-level professional and educational 
programs: improved by 60% (18% pre-intervention; 78% post-intervention) 
3. Staff nurse having access to nursing department goals and objectives: improved by 17% 






Drexler (2020) described how shared governance provides the forum for nurses to be 
problem solvers within an evidence-based framework, increasing effectiveness and outcomes. 
Post-implementation, one of the NUCs observed initial reductions in mislabeled specimens in 
their unit concurrent with the first project PDSA implementation, which fostered a plan to 
implement subsequent PDSAs until mislabeled specimens are eliminated. One NUC focused on 
reducing patient falls through improved communication between nurses and patient care 
technicians. The project was developed using the toolkit provided during the learning sessions. 
The NUC plans to regroup and implement its first PDSA as soon as the COVID-19 census surge 
subsides. These results are what the DNP student expected. Still, due to the recurring COVID-19 
surges, the scope was reduced, fewer projects and PDSA cycles were generated, yielding a lower 










 This project’s findings are consistent with the literature demonstrating that a shared 
governance structure that includes education and training on performance improvement is more 
successful in achieving objectives (Drexler, 2020). Greater goal achievement can be attributed to 
shared governance promoting behavior changes that support participation in shared decision-
making responsibility (Dechairo-Marino et al., 2018). 
The project aimed to increase understanding of a performance improvement framework, 
increase the application of performance improvement methodology and improve perceptions of 
shared governance through the implementation of educational learning sessions accompanied by 
a toolkit; after attending the learning sessions, the level of performance improvement 
understanding, and the application of outcome measures improved in all categories. The NUC 
participants experienced a 29% increase in the familiarity of the IHI ‘Model for Improvement’, a 
5% increase related to SMART goals, and a 47% increase in the use of outcome measures related 
to their projects. Perceptions of shared governance revealed increases in all areas with an 18% 
rise in nurses’ participation in policy development, a 60% elevation in professional 
development/education provided by nurses, and a 17% increase in access to departmental goal 
information available to nurses.  
 The learning sessions and structured toolkit developed by the DNP student enhanced 
understanding and were essential components to achieving the project’s aim. The learning 
sessions provided an overview of the concepts of shared governance and introduced the IHI 
‘Model for Improvement’. The toolkit accompanied the learning sessions and provided quick 




Improvement’, one of the two frameworks for this project. These tools supported the NUC 
participants through the foundational elements of performance improvement methodology, 
created standardization of performance improvement processes, and led to increased success of 
the development and evolution of projects.  
The NUC participants were queried upon completion of the second learning session if the 
content of the learning sessions was helpful. Using a 1-5 Likert scale, the NUC participants rated 
the learning sessions 4.7. When asked if they would recommend the learning sessions to other 
NUCs, they rated 4.9. 
Interpretation 
The literature review explored the role of continuous improvement in a shared 
governance model, highlighted best practices, and addressed the PICOT question asking if 
participants in a shared governance and continuous improvement educational program had 
increased understanding of related concepts after the program than prior to the program? The 
literature mirrored outcomes found in the DNP project results. Teams working within a shared 
governance structure that includes education, training, and coaching on performance 
improvement are more successful in achieving governance council objectives than teams 
working with the governance structure alone (Drexler, 2020). Nurses who are provided an 
opportunity to learn, and provided tools to apply what they learned, will surprise organizational 
leadership with achievements derived from the nurses’ newly acquired knowledge.  
Dechairo-Marino et al. (2018) identified that shared governance provides structure and 
context for nurses around decisions related to nursing practice. The DNP project lead observed 
palpable positive energy from the council members in both participating NUCs. An unsolicited 




sessions: “Thank you! It helped give us direction.” “A nursing leader who observed the sessions 
shared, “It was like observing a higher level of thought around professional practice evolve right 
there during the meeting!” 
The conceptual foundation of shared governance is found in Kanter’s Theory (Kutney-
Lee et al., 2016). NUC participants demonstrated high levels of engagement in the DNP project 
and greater goal achievement while participating in performance improvement activities within 
the share governance model. The learning sessions incorporated aspects of Kanter’s theory that 
identified six conditions necessary for empowerment to exist – access to information, access to 
support, access to resources, access to opportunity, informal power, and formal power 
(Laschinger et al., 2010).  
Project spread is currently underway, with one NUC completing their learning sessions in 
October 2021. The remaining NUCs are scheduled to participate in the learning sessions 
beginning January 2022, with a planned completion date for all NUCs by April 30, 2022. 
Anticipating COVID restrictions will be necessary for 2022; the learning sessions will be 
conducted using a virtual platform requiring attendance to be staggered, with two NUCs 
attending each learning session. The content of the learning sessions will remain consistent 
throughout the project spread.  Each NUC will be provided the toolkit to enhance their 
understanding of shared governance and introduce them to the IHI ‘Model of Improvement’ 
framework.  
Continuation of additional projects and PDSA cycles is imperative to the sustainability of 
this project. The NUCs that participated in the project are continuing their PDSA cycles and are 




meeting. Performance improvement becoming standard work of shared governance, will provide 
the framework to develop, test, and implement change moving forward.   
Limitations 
 
 The literature review was limited by a lack of high-quality evidence, such as systematic 
reviews, meta-analyses, or critical appraisals. Although shared governance entered the literature 
in the 1980s, documentation of high-quality evidence was not found. The project relied on 
published evidence from quasi-experimental studies and non-experimental studies rated high or 
good quality based on the Johns Hopkins Nursing Evidence-Based Practice Appraisal Tool. 
COVID-19 was an additional limitation due to the imposed safety restrictions described 
earlier in this document. The pandemic has led to chaos and stress, causing the inability of nurses 
to focus on council activities. The COVID-19 restrictions required converting the learning 
sessions to a virtual environment, and the COVID-19 census surge required reducing the number 
of nurses who could participate in the project.  
The virtual learning sessions potentially contributed to bias reflected in the limited pre- 
and post-intervention survey responses. There was a total of 26 surveys distributed for both the 
pre- and post-intervention surveys. Twelve surveys (46%) were returned containing the pre-
intervention responses, and 16 surveys (62%) containing the post-intervention responses. The 
surveys were distributed in conjunction with the virtual learning sessions, and responses were 
received anonymously. The electronic method of delivery and collection of survey data was a 
possible limitation; in-person learning sessions would have allowed for paper surveys to be 
distributed to each participant and collected from each participant while ensuring anonymity and 
one hundred percent survey return. The low response rate may reflect a selection bias of those 






This project evaluated the understanding of a performance improvement framework 
and perceptions of shared governance through the implementation of educational learning 
sessions accompanied by a toolkit. The elevation of knowledge and perception experienced 
because of this project must be considered a support for utilizing the IHI ‘Model of 
Improvement’ as the framework for shared governance.  
Intentional education and development of nurses in performance improvement and shared 
governance yields mature shared decision-making. Use of the performance improvement tools 
included in the toolkit, accompanied by focused education, produces effective PDSAs providing 
nurses a pathway to work collectively as problem-solvers. 
The toolkit creates standardization that supports the potential spread of this project to 
hospitals outside of the project site. There are no obvious generalized limitations for use 
elsewhere. The toolkit will be provided to the organization’s regional team for consideration 





Section VI: Funding 
  
This project was supported by the organization’s Senior Vice President and Area 
Manager. The local medical center did not fund the development of the learning session content 
and creation of the toolkit; it was completed on the DNP student’s time. The DNP student 
conducted the learning sessions during business hours and was funded and supported by the 
Senior Vice President and Area Manager. The nursing units funded the NUC participants’ time to 
attend the kickoff meeting, the learning sessions, and subsequent related NUC meetings. The 
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Appendix F – Gap Analysis 
 Current State Desired Future State Identified Gap Action Plan 
Focus area Where are you now? Where would you like to 
be? 
Impact to the 
organization 
Projects to undertake 
Shared Governance 
Infrastructure  
• Currently, 130 staff 
nurses participate in 
Nursing Unit 
Councils  
• Started with 13 
Nursing Unit 
Councils 
o 12 NUCs 
currently 
meeting 
o 1 no longer 
meeting; 
regrouping 




• 25% turnover in 
NUC membership 




in two years 
• Active NUCs in 
every nursing unit 
• Reduce NUC 
membership turnover 
to less than 10% 
during membership 
term of two years 
• Create a shared 
governance 
environment where 
NUC membership is 
a coveted council 
seat and is not given 
up until the council 
member’s term is 
expired 
 





• Decreased return on 
investment when 







• Create a Shared 
Governance/Performance 
Improvement Toolkit 
that includes templated 
documents, the mission 
of shared governance, 
the expectations of 
council members and 
each Nursing Unit 
Council 





• Initiated shared 
governance in 2018 
with a 2-day kickoff 
event focusing 
• Increase NUC 
member 
understanding of the 
purpose and 
• Most Nursing Unit 
Councils lack 
structured meetings 
• Conduct an educational 
event for NUC members 
that provides the 









education on the 
organization’s 
professional practice 
model and formation 
of shared governance 
• Initiated a local 
shared governance 
model which includes 
a Nursing Unit 
Council (NUC) on 
each nursing unit 
 








to all NUC members 
• Structured monthly 
NUC meetings with 
defined agendas 
• Most NUCs are not 
incorporating shared 
decision making 
into their standard 
council work 
governance and 
promotes ownership of 
practice, accountability 
of practice outcomes and 
aligns with 
organizational goals 























to every NUC 
member 
• NUC co-chairs 











by each NUC 
• Most NUCs have 




• Most Nursing Unit 






• Conduct an educational 
event for NUC members 
that provides a model for 
performance 
improvement that can be 





Appendix G – Gantt Chart 
 
Shared Governance and Continuous Process Improvement








Assessment of NUC Shared Governance (INPG) 0% 11/1/20 11/30/20
Determination of NUC Participation in Project 0% 11/30/20 12/15/20
Development of Project Charter 0% 11/15/20 11/22/20
Introduction of Project Charter to Governance Council 0% 11/23/20 11/23/20
Project Charter Signed/Approved 0% 12/15/20 12/31/20
Planning
Determine Project Team 0% 12/16/20 12/20/20
Project Team Kick Off Meeting 0% 12/18/20 12/23/20
Create Project Plan 0% 12/23/20 12/26/20
Determine Educational Content 0% 12/23/20 12/25/20
Develop/Organize SG/PI Toolkit 0% 11/15/20 1/5/21
Execution 
Project Kickoff Meeting and NUC Training 1/11/21 1/11/21
Observations in Nursing Unit Councils (NUC) 1/12/21 4/30/21
Identify Coaching Opportunities for NUC Co-chairs 1/12/21 4/30/21
Evaluation 
Distribute Post-Training Shared Gov NUC Assessment (INPG) 5/1/21 5/31/21
Evaluate Post-Training NUC Project Implementation/Completion 5/1/21 5/31/21
Assimilate results of Post-Training Assessment 6/1/21 6/30/21
This is an empty row
May 1, 2021 Jun 1, 2021
Sun, 11/1/2020
Nov 1, 2020 Dec 1, 2020 Jan 1, 2021 Feb 1, 2021
Project Start:
Display Week:









Appendix I – Communication Plan 
Communication Frequency Goal Route 
Executive Leadership Team/Key Stakeholders 
Area Manager/Sr Vice President (CEO)  Monthly Review project status, discuss barriers and updates, 
share progress 
Email, 1:1 In-person meetings  
Senior Leadership Team Monthly Review project status, discuss barriers and updates, 
share progress 
Senior Leadership Team 
meetings 
Area Quality Leader As Needed Review project status, discuss any quality and safety 
impacts 
Email, In-person meetings, 
Senior Leadership Team 
meetings 
Performance Improvement Advisor As Needed Review project goals and objectives, discuss 
educational support and resources, discuss barriers 
and updates, share progress 
Email, 1:1 In-person meetings 
Services Line Directors/Managers 
Adult Services Director, MCH Director,  
Perioperative Services Director 
Weekly  Review project from a clinical perspective and 
strategize about implementation and barriers 
Email and conference calls 
Director of Clinical Education, Practice and 
Informatics; Manager of Clinical Education (also 
serving as Magnet Coordinator) 
Twice 
Weekly 
Review project from an education perspective and 
strategize about clinical content, skills and training 
Email and conference calls 
Administrative Services Director and Staffing 
Office Manager 
Monthly Review project from a staffing plan perspective, 
considering appropriate coding and tracking 
Email and conference calls  
Managers with Staff Nurses involved in training Weekly Review project from resource and staffing plan 
perspective 
Email and conference calls  
NUC Council Members/Governance Council  
NUC Co-Chairs involved in training Weekly Introduce the project plan and request participation in 
education/training. 
Provide coaching after training. 
Email, conference calls, 1:1 
discussion 
NUC Staff Nurse Members involved in training Weekly Introduce the project plan and request participation in 
education/training. Provide coaching after training. 
Email, conference calls, 1:1 
discussion 
Manager NUC Co-Chairs involved in training Monthly Introduce the project plan and request participation in 
education/training. 
Provide coaching after training. 
Email, conference calls, 1:1 
discussion 
Governance Council Monthly Review project status, discuss barriers and updates, 
share progress 
Governance Council meeting 
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• Shared governance implemented 
locally in 2018 
• Local hospital leadership support with 
prioritization as an “important” 
initiative toward the organization’s true 
north  
• Regional CNE endorsement of 
organizational trajectory/movement 
toward Magnet designation 
• Existing shared governance council 
members’ desire to be successful 
• Dedicated staff nurse council co-chairs 
• A few councils who have experienced 







• Lack of structure to guide shared 
governance councils in their work 
• Lack of knowledge by council 
members regarding shared 
governance process 
• Lack of knowledge by council 
members regarding performance 
improvement methodologies 
• Lack of dedicated council/committee 
time required to create change 
• Inability to replace staff nurses to 
attend council meetings or trainings 
• Lack of dedicated budget for shared 
governance processes  






• Teachable moment as the organization 
works toward Magnet application 
• Council members engaged in 
enthusiastic learning  
• Increase in leadership skills of council 
members participating in the education 
• Development of a spreadable process 
that will transcend the organization 
region-wide 







• Lack of Outpatient and Emergency 
Department participation 
• California Nurses’ Association (CNA) 
resistance 
• Meetings held virtually due to new 
COVID restrictions requiring social 
distancing 
• Interest in shared governance will 
potentially dissipate without adequate 















Project Planning and Development 
DNP Student, Shared Governance Co-Chairs 
$179/hour x 35 hours x 1employee = $6,264 
$90/hour x 8 hours x 2 employees = $1,440 
 
$7,704 
Total Planning and Development Costs $7,704 
Staff Shared Governance and Performance 
Improvement Training 
NUC Staff Nurse Members, NUC Manager Co-Chairs 
$90/hour x 8 hours x 22 employees = $15,840 
$135/hour x 8 hours x 10 employees = $10,800 
 
$26,640 
Backfill for Training Participants $90/hour x 8 hours x 9.5 employees = $6,840 
 
$6,840 
Final Printed Materials and Supplies $10/copy x 60 copies = $600 
 
$600 
Total Personnel/Supply Costs for Kick-off events $32.640 
NUC Co-Chair Coaching Sessions  
 
$90/hour x 8 hours x 4 employees = $2,880 
$135/hour x 8 hours x 1 employee = $1,080 
 
$3,960 
Consultation on Unit-based Performance 
Dashboards (Area Quality Leader) 
 
$100/hour x 4 hours x 1 employee = $400 
 
$400 
Personnel Training to Support Coaching Sessions $90/hour x 4.5 hours x 1 employee = $405 
$90/hour x 5.1 hours x 1 employee = $459 
 
$864 
Total Training/Support Outside of Kick-off events $5,224 
Total Initial Project “Launch” Costs $45,568 
Ongoing Operation and Maintenance Costs Post 
Training (cost delineated represent 2-month 
timeframe)  
NUC Staff Nurse Members, NUC Manager Co-Chairs 
$90/hour x 8 hours x 22 employees = $15,840 
$135/hour x 8 hours x 10 employees = $10,800 
 
$26,640 per 2 months 
Ongoing Backfill Costs Post Training (cost 
delineated represent 2-month timeframe) 
$90/hour x 8 hours x 9.5 employees = $6,840 
 
$6,840 per 2 months 
1-year Ongoing Personnel Operation Costs $160,200 
1-year Ongoing Support Costs $ 21,640 





Appendix M – Cost Benefit Analysis 
 
* Sendelbach et al. (2011) 
** Van Katwyk et al. (2018) 
***Wennerholm et al. (2021) 
















Year 5 Planning and 
Development 




Personnel $1,440 $864 $32,040 $160,200 $194,544 $14,400 $14,400 $14,400 $14,400 
Supplies   $600  $600 $400 $400 $400 $400 
Co-Chair Coaching Sessions $4,824 $3,960  $19,800 $28,584 $3,960 $3,960 $3,960 $3,960 
Outreach and Communication $1,440   $1,440 $2,880 $720 $720 $720 $720 
Consultant Costs  $400  $400 $800 $400 $400 $400 $400 
TOTAL COSTS $7,704 $5,224 $32,640 $181,840 $227,408 $19,880 $19,880 $19,880 $19,880 
          
Return on Investment/Cost 
Avoidance  



























ROI HAPI (Hospital Acquired 
Pressure Injury) Reduction 58% 
decrease * 












ROI SSI (Surgical Site Infection) 
Reduction 2.88% ** 
   $1,135,960 $32,716 $31,773 $30,858 $29,969 $29,106 
ROI HAP (Hospital Acquired 
Pneumonia) Reduction 1.75 
events per quarter *** 












TOTAL COST AVOIDANCE     $361,512 $584,967 $413,229 $340,322 $309,598 
EBITA (Earnings Before Interest, 
Taxes, Amortization) 




Appendix N – Cost Avoidance Data 
 











































 of years you 
have worked
 for this 
organization.
How familiar are 
you 




(1 being not 
familiar to 
5 being very 
familiar)?






Before the NUC 
learning
 session, how familiar 





 for Improvement" (1 
being 
not familiar to 5 
being very 
familiar).
Before the NUC 
learning
 session, how 
familiar
 were you with 
SMART
 goals (1 not 
familiar 
to 5 extremely 
familiar)?




helpful (1 not 
very
 helpful to 5 
extremely 
helpful)?
Can your NUC 
apply
 the content of 
this
 learning session 
in their
 work (1 very 
little, 






 other NUCs (1 




 when developing 





 patient care, is it 
equally shared by 










of the nursing 
staff, is it equally 













 objectives for 
this year equally 











































Appendix S – Project Data Summary 
Survey Item Key: 
1 = Not familiar/Lowest rating 
2 = Barely familiar/Low rating 
3 = Somewhat familiar/Neutral rating 
4 = Moderately familiar/Medium-High rating 
5 = Very familiar/Highest rating 
 




















2. How familiar are you with SMART goals? 4.0 4.25  5% 
3. Does your NUC have specific outcome measures 








Yes = Equally shared 
No = Not equally shared  
 













1. In your organization, when developing and 
evaluating policies, procedures and protocols 
related to patient care is it equally shared by staff 










2. In your organization, when providing for the 
professional/educational development of nursing 








3. In your organization, is access to information 
regarding the unit and nursing departmental goals 
and objectives for the year equally available to 








1 = Lowest rating 
2 = Low rating 
3 = Neutral rating 
4 = Medium-High rating 
5 = Highest rating 
 








1.  Was the content of the learning sessions helpful?  
4.7 
  
2. Can your NUC apply the content of these learning 




3. Would you recommend these learning sessions to 
other NUCs? 
 
4.9 
  
 
